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PURPOSE:

To provide a process of obtaining informed consent and ensuring that a consumer or a
consumer’s legal guardian is provided with information of the potential risks and benefits of a
treatment, probable consequences of each treatment, and other alternative options associated
with recommended treatment.

POLICY:

A. GBHWC upholds the informed consent doctrine that a physician and other qualified
mental healthcare provrders providing treatment intervention, has a legal, ethical, and
_ moral duty to respect consumer autonomy and to provide only such mental health
“treatment as authorized by the consumer.

B. An admission informed consent must be obtained from all voluntary and civilly
committed consumers upon intake, who are competent to give informed consent by
s:gnlng the Informed Consent Form FAD-PA-05.1 which outlines the routine services,
dragnostrc assessments and everyday routine or necessary physical contact with the
consumer to include PCM restraint if appropriate.

C. The Iegal guardian or next of kin's consent, as well as assent of the consumer should be
obtained if the consumer is a minor or is mentally lncapacrtated

D. An implied consent will g‘enerally be presumed in a psychiatric emergency situation
- when immediate action is required to prevent death, permanent impairment of a
consumer’s health, a serious and immediate danger to life, health or safety of the
consumer and of others.

DEFINITIONS:

Informed Consent: a legal doctrine that requires a consumer have a full understanding of that to
which he or she has consented, which includes information on potentral risk and benefits of a
proposed treatment and possible alternatives to such treatment :

Psychiatric Emergency: A temporary period during which, by reason of a person’s state of
mental illness, there is serious and immediate danger to life, health, or safety of the person and
“or others. .

Emergency Treatment: Is any treatment whose omission or interruption would lead to worsen,
or prolong a psychiatric emergency, and which is deemed capable of modifying or terminating
the state of mental iliness which causes the psychiatric emergency.
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- Non- Emerqencv treatment Is any treatment whose omlsswn or mterruptlon would not. lead to
o fworsen or prolong a psychlatnc emergency :

VPROCEDURE

A The baSlC element of lnformed consent are as follows

1.

o AN

o

A fair explanation of the procedures, assessments treatment plannlng, mterventlons
to be followed, together with their purpose. :

A description of any attendant discomforts and risks reasonable expected.

A description of any benefits reasonable to be expected A

An offer to answer any inquiries concerning the procedure.

Instruction that the consumer is free to withhold or withdraw consent and to
discontinue participation at any time.

A disclosure of any appropriate alternative intervention or treatment that may be
advantageous for the client.

B. Initiation of Informed Consent Upon Admission

1.

In order to make an informed consent, the consumer shall be given sufficient
information by the intake worker and Lead Provider regarding assessments,
treatment planning and possible interventions to include the different platform these
interventions can be provided; such as traditional face to face encounter home visits
and or telehealth video conferencing. ~ :

If consumer agrees with the.proposed treatment, the Informed Consent Form AD-
PA-05.1 must be signed and will be valid for 1 year. The completed form shall be
placed in the consumer records and a copy given to the consumer. Once the
informed consent expire, the Lead Provider shall again update the informed consent
form. ,

In a psychiatric emergency an implied informed consent shall be presumed, for
evaluation and treatment and in a‘dministering emergency psychotropic medication.
Once the psychiatric emergency is resolved, an informed consent shall be obtained
from the consumer for any further treatment and or intervention that will ensue..
Consent to psychotropic medication shall also be obtained utilizing FCL-NSD-04
Consent to Psychotropic Medication form i psychotropic medication is initiated (see
CL-NSD-04 Consent to Psychotropic Medication).

If a consumer withdraws consent to treatment, and treatment team decides to
continue treatment on an emergency basis, documentation should indicate the
nature of the emergency, the treatment, and management strategies to be used.

. Informed consent for consumers with legal guardianship or conservatorshlp

1

2.

The legal guardian’s informed consent for evaluation and treatment shall be obtamed
in place of the consumer’s under the process indicated in this policy. ‘

An assent to treatment by the minor, mcapac;tated consumers with legal
guardianship must be documented in the medical record prior to gettmg the tegal
guardians consent.

D Consent to Psychotropic Medication

1.

Specific informed consent for psychotroplc medlcatlon initiation or admi stratlon
shall be obtained by the Psychlatnst prior to prescribing medication (reference CL-
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NSD-04 Consent to Psychotropic Medication). A reasonable description of any
controlled substances and any other drugs to be used, and their anticipated effects,
side effects, and interactions.

SUPERSEDES

- Informed Consent to Treatment; Marilyn L. Wingfield. Oct.16, 1990.

REFERENCE(S):

ATTACHMENT(S):
F-AD-PA-05.1 Informed Consent for Evaluation and Treatment Services
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INFORMED CONSENT FOR EVALUATION, TREATMENT AND SERVICES

CONSUMER NAME: _ - ____DOB:___ ______AGE:
MR#______ DATEOFCONSENT _____ __EXPIRATION DATE: :
LEGAL GUARDIAN NAME: ‘

Consent to Evaluate/Treat | voluntarily consent that | /my child/ward will participate in mental health
evaluations, treatment, and/or services by professional staff from the Guam Behavioral Health and
Wellness Center (GBHWC). | understand that following the evaluation and assessment a complete and
accurate information will be provided concerning the benefits and risk of the proposed treatment
intervention/service.

Consent to Telehealth Servnces | voluntanly consent that I/my Chl|d / ward shall part|c1pate in
Telehealth services such as, videoconferencing, in the event that a tradltlonal direct face to face
encounter is not feasible and if clinically appropriate. | understand the video conference technology will
be used for my behavioral health services and this will not be the same as traditional face to face contact
“as | will not be in the same room as the provider, Telehealth Videoconferencing will not-be recorded,
and taking of photograph is prohlblted lunderstand my information will be shared with other individuals
for scheduhng and set-up of the video conferencing-appointments, however these mdlwduals will
maintain, confldentlalnty per agency protocols | have been informed if emergent issues are a concern,
the video conferencmg WI|| end and crisis services will be provuded

: Benef‘ ts to Evaluatlon/Treatment Evaluation and treatment may be administered with interviews, -
assessments, testlng, medication management and other evndence based practlces It may be benef" cial
to me/my chlld/ward to understand the nature and cause of any difficulties affecting my daily
fUnctlonlng, so_that appropriate recommendations and treatments may be offered. Uses of this
evaluation services include diagnosis, evaluation of recovery or treatment, and rehabilitation planning.
Possible benefits to treatment include improved.cognitive performance, health status, quality of life, and
awareness of strengths and limitations. | understand that my mental health provider cannot guarantee
results (e.g., less depressed, less anxious, improved marital satisfaction, etc. ) of services. However, there
will be clearly stated reasons goals and objectives for contmulng/dlscontlnumg any treatment

Risk: | understand that there may be some risks in partmnpatmg in behavuoral health serwces These may

‘ include, but are not limited to, addressmg painful emotional experiences and/or feellngs being
challenged or confronted on a particular issue; or re- uniting with family members. In case of psychratnc
care, medication side efFects and alternatlve treatments will be discussed by the Psychiatrist.

Charges: Fees are based on the Iength or type of the evaluation or treatment, which are determined by
the nature of the service. | will be responsible for any charges not covered by insurance, including co-
payments and deductibles and may apply for the Sliding Fee Dlscount if ellglble Fees are available tome
upon request

Confidentiality: Information from my/my child’s/ward evaluation, treatment, and/or services is

contained in a confidential mental health record at GBHWC, and | consent to disclosure for use by
GBHWLC staff for the purpose of continuity of my care. | understand my provider(s) may need to discuss

F-AD-PA-105.1 Informed Consent for Evaluation and Treatment Services V2 7/16/2020



' GUAM BEHAVIORAL HEALTH &WELLNESS CENTER
: 7BDGov CarlosG Camacho Rd Tamunlng,GuamQBQl?. e
‘ 547 FAX: (571) sa%saa

: conﬂdentla‘llty‘are referenced in the Notlce of l’nvacy Practrces handout l also understand that audlo :
-and ‘vndeo recording as, well as photographmg durmg the sessron Is prohlblted ‘

" Rightto Wlthdraw Consent: I have the nght to wuthdraw my consent for evaluatlon and/or treatment at
any tlme by provnding a wntten requestto my Lead Provuder or treatment team. '

‘ Explratlon of Consent ThlS consent is valld for 1 year and wrll explre under a few condltlons mcludmg
_-but I’lDthmltedtO” A e g L
© 1.7 You / Your chlld/Your ward, miss an appointment and do not respond to the staf'f’s outreach BRI
T effortswrthm a specified time frame, =~ - . - 7 : -
2. You /Your child / Your ward. do not request or haye not receive servnces for a contlnuous penod
.- of ninety (90) days, o ,
: Bi-You / Your child /Your ward relocate offlsland for more than ninety (90) days, : it
4. YouYourchild / Your Ward do not need further treatment/services (LE., completed treatment,~
oostableEre) o TEReL L ie e s
5, You/ Your chﬂd / Your ward choose non-GBHWC services provider LTl

6. You/ You child / Your ward, refuse or chose 16 dlsengage in services by notrfymg the Center ln' a
Coowritinge. L

‘ &ghts and Responsnbllitles' I, acknowledge that I have been mformed understand and have been glven’ R
a copy of the Statement of ConSUmer nghts and RESpOhSIbIIItIES S ~

Coni this lnformatlon, and | voluntarlly oonsent/ | voluntanly consent for' ‘my. child: /Ward to partimpate in' -
ot mental health ‘evaluations, treatment; -and services at'the. Guam Behavioral Health and Wellness Eenter
: (GBHWC) 1 understand that | have the rigrrtto ask questlons about the above infonnatlon at any time

.........

sl S eadny

L _tradltronal dlrectfaceto face consume.r . give consen’cto tradrtlona] direct face to0 face L
X G . GO]’\SUITTEI' provrder contact co S -

Tobate

WltnessPrintedName SRR Date ‘:~ B LA
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